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Text is limited to 400 words and fewer
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copies to the editorial office. Both text and
references must be typed and double-spaced.

AN ANALYSIS OF THE SEROSTATUS
APPROACH TO FIGHTING THE HIV
EPIDEMIC 

The Serostatus Approach to Fighting the HIV
Epidemic (SAFE), described by Janssen et al.
in the July 2001 issue of the Journal,1 marks
a long overdue attempt by the Centers for
Disease Control and Prevention to retool the
HIV prevention effort that has been losing
steam. The results of the current HIV preven-
tion efforts are quite disappointing: the major-
ity of adults in the United States (about 56%)
have never been tested for HIV,2 the inci-
dence of HIV is increasing in minority com-
munities, and HIV infection is making a
comeback in communities that successfully
fought its spread few years ago.3

A careful analysis of SAFE raises some
concerns. First, basing prevention interven-
tions solely on “high-risk individuals” danger-
ously delimits the target population. Second,
routine appraisal of individuals’ risk for HIV
has been shown to be inaccurate.4 HIV pre-
vention should be based on “individuals at
risk” for HIV infection instead. Such a crite-
rion would better portray SAFE’s commit-
ment to protecting the entire community.

In summarizing Janssen’s commentary,
Levi states that “one of the impediments to
people’s learning their HIV status … is the
stigma and discrimination that people with

HIV often face in the community” 3 The re-
view of the literature does not support this
statement. In a cohort of 396 women who
had never been tested for HIV, only 1.8%
cited fear of discrimination as the main rea-
son for not being tested.5 Healton et al.6 re-
ported similar findings in New York. How-
ever, one must be careful to avoid creating
stigma during SAFE’s implementation. Using
term such as “high-risk individuals,” limiting
activities to specific high-prevalence geo-
graphically circumscribed areas, or offering
voluntary HIV testing in medical settings
where large numbers of HIV-infected people
may seek care for non–HIV-related illnesses
may create more prejudice in the long run.

To increase the number of people being
tested for HIV and reduce stigma at the same
time, voluntary HIV testing should be inte-
grated into routine primary care. Integration
into routine care will not only increase the
number of people being tested and being
counseled for HIV but will also reduce the
stigma attached to HIV testing. Studies have
shown that patients are more likely to get
tested when their physicians suggest the test.5

Concerns that such a move may prevent peo-
ple from seeking needed health services are
not justified. The use of routine HIV testing
during pregnancy has not prevented women
from seeking health care services.7

Integrating voluntary HIV testing into rou-
tine primary care will strengthen SAFE, a
badly needed initiative.
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THE SEROSTATUS APPROACH TO
HIV PREVENTION AND CARE:
CAUTIONS AND CAVEATS 

In writing about the Serostatus Approach to
Fighting the HIV Epidemic (SAFE),1 Janssen
and colleagues outline a noteworthy expan-
sion to the US HIV prevention and care
strategy for increasing the number of HIV-
infected persons who know their serostatus
and then providing enhanced quality care
and prevention services. The authors have
cited the important prevention and treat-
ment benefits of this strategy. However, they
make no mention of factors that may affect
its implementation or actually make its use
inadvisable.

There is substantial evidence documenting
the consequences of knowing one’s HIV se-
rostatus, consequences that comprise not
only the positive benefits outlined by the au-
thors, but often a host of detrimental seque-
lae. Developing countries and even rural
areas of the United States are hardly welcom-
ing for people with new HIV or AIDS diag-
noses. Stigma at the community level and vi-
olence at an individual level still mark the
daily experiences of people living with HIV
in most countries.2–8 Women in particular,


